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Adopt Section 6460, which is all new regulation text to be added, to read:

!SECTION 6460: 2015 STANDARD BENEFIT PLAN DESIGNS

(a) For plan year and calendar year 2015, The California Health Benefit
Exchange adopts the Standard Benefit Plan Designs identified as the 2015

Standard Benefit Plan Designs, dated April 17, 2014, which is incorporated by
reference.

Authority: Government Code Section 100504

Reference: Government Code Sections 100503 and 100504(c); Health and Safety Code
Section 1366.6(e) and Insurance Code Section 10112.3(e)



2015 Standard Benefit Plan Designs

April 17, 2014



2015 Standard Benefit Plan Designs
10.0 EHB
Date: April 17, 2014

Summary of Benefits and Coverage

Member Cost Share amounts describe the Enrollee’s out of
pocket costs.

COVERED
CALIFORNIA

Common . E ibi Deductible
" | , i Anolies |

rimaty care visit or non-specialist practitioner
visit to freat an injury of fliness.

. Preventive care/ screening/ immunization No costshare No costshare

.
LaboratoryTests $20 . $20
rays and Diagnostic Imaging 340
Imaging (CT/PET scans, MRis) 10%
| Generic drugs L : $5
$15

 Urgent care

'  Facility fee (e.g. hospital room)
Physician/surgeon fee

. Mental/Behavioral health outpatient services
Menta!/Behaviora! health inpatient services

- Substance use disorder putpatient services $20

_ Substance use disorder inpatient services 10% $250 per day u

 Prenatal care and preconception visits No costshare

 Delivery and all inpatient : ospital
 services : Professional

No cost share
No cost shar
No cost share

Preventive - Cleaning
eventive - X-ray No cost share

g
e

$300

e ——rm——

Medically necessary orthodontics . s1000

See endnotes.



2015 Standard Benefit Plan Designs
10.0 EHB
Date: April 17, 2014

Summary of Benefits and Coverage

Member Cost Share am describe the Enrollee's out of
pocket costs.

(!

i

z z
Common | Member Cost | Deductible: Member Cost %Deducﬁbi
i Service Type . Shate Applies Share _ Applies

Fac«llty fee (exg'. hdsp:lal rooni) = . — ' — $600 per day up
Physician/surgeon fee to 5 days

600 per day up -
to 5 davs

per-aay up
to 5 days

No cost shar No cost share

-.pair of glasses per year (or contact lenses in lies

 of glasses! No cost share

No cost share

See endnotes.



2015 Standard Benefit Plan Designs
10.0 EHB
Date: April 17, 2014

Summary of Benefits and Coverage

Member Cost Share amounts describe the Enrollee’s out of
pocket costs.

Common

Primary care visit or non=specialist practitioner
Lvisit o freat an injury of Hiness

Specialistvisit

Preventive care/ screening/ immunization
Laboratory Tests

He imaging
imaging (CT/PET scans, MRIs)
Generic drugs

Specialty drugs

Facility fee (e.g., ASC)

Physician/surgeon fees

Emergency room services (walved if admitted)

Facility fee (e.g. hospital room)
Physician/surgeon fee

Substance uge disorder outpatient services
Substance use disorder inpatient services 20%
_Prenatal care and preconception visits No cost share

_Delivery and all inpatient
services
Home health care

% 2%
No cost share No cost share
! ; No cost
No cost share No cost share

OralExam :
Preventive - Cleaning i
No cost share No cost share

 Space Maintainers - Fixed_
Amalgarn Fili - 1 Surface

t Canal-Molar

ingivectomyperQuad
ooth Exposed Root or

edically necessary orthodontics

See endnotes.



2015 Standard Benefit Plan Designs
10.0 EHB
Date: April 17, 2014

Summary of Benefits and Coverage

Member Cost-Share amounts describe the Enroliee's out of
pocket costs,

.
§ Member Cost

E:
Common _ MomberCost @
i . | Daductible Applics Share cdustible Applic

Shate

L aboratory Tests

maging (CT/PET scans, MRIis)
enerit dn

Facllity feé (eg. hcsp:tai roorﬁ)
hysician/surgeon fee

 services

 Outpatient Rehablli

Skilled nursing care

 Hospice service No cost share

pair of glasses per year (or contact lenses in lie

lasses No cost share

No cost share

Extraction- Single Tooth Exposed Root or
Erupted

See endnotes.



2015 Standard Benefit Plan Designs
10.0 EHB
Date: April 17, 2014

Summary of Benefits and Coverage

Member Cost Share amounts describe the Enrollee’s out of
pocket costs.

Common ! .
i Member Cost Share | Deductible Applies

Primary care visit o non-specialist practitioner

visit tc freat an injuey of iiness 0%

Specialistvist
Preventive care/ screening/ immunization
Laboratory Tests

108!
imaging (CT/PET scans, MRIs)
Generic drugs

Facility fee (e.g. hospital room)
Physician/surgeon fee

entalBehavioral health outpatient services
lental/Behavioral health inpatient services
_Substance use disorder outpatient services 20%

 Substance use disorder inpatient services 20%

Prenaial care and preconception visiis No cost share

No cost share

No cost share

Medically necessary orthodontics

See endnotes.



2015 Standard Benefit Plan Designs
10.0 EHB
Date: April 17, 2014

Summary of Benefits and Coverage

Member Cost Share amounts describe the Enrollee’s out of
pocket.costs.

Common . Member Cost ¢ Dedustinle | Mambet Cost | beductinie
i i Appli Share Applies

e

Specialty drugs
Faciitytee(e.q.

Facitny Tee (e.g. hospital room) ==
Physician/surgeon fee

 Delivery and all inpatient
ervices

No cost share
No cost shar
No cost share

No cost share No cost share

oot Canal- Molar
el

xtraction- Single Tooth Exposed Root or
rupted

edically necessary onhodontics

See endnotes.



See endnotes.

2015 Standard Benefit Plan Designs
10.0 EHB
Date: April 17, 2014

Summary of Benefits and Coverage

Member Cost Share amounts describe the Enrollee's out of
pocket costs.

Common Member Cost | bediictibie
i £ Share Applies

_ Primary care visil or non-specialist practitioner

visit to treat an injury or iliness

Specialistvist 880

_ Preventive care! screening/ immunization No tost share

Laboratory Tests N o 240

] %80
20%

 Physician/surgeon fees
Emergency raom services (waived
- Emergency medical

Urgent care

Facility fee (e.g. hospital room)
_Physician/surgeon fee

_ MentalBehavioral health outpatient services

Mental/Behavioral health inpatient services

 Substance use disorder outpatient services
Substance use disorder inpatient services 20%
Prenatal care and preconception visits No cost share

Delivery and all inpatient ‘Hospital
services :Professional
Home health care

utp:
Qutpatient Habilitation services
Skilled nursing care
Drable medical equipment

 Hospice service

per year (or contact fenses in lie No cost share

No cost share

edically necessary orthodontics



2015 Standard Benefit Plan Designs
10.0 EHB
Date: April 17, 2014

Summary of Benefits and Coverage

Member Cost Share amounts describe the Enroliee’s out of
pocket costs.

Member Cost] Deducﬂbi&g Member Cost% Deductible
bl - Share _ Applies

- Special
Eacility

Facility Tee (e.g. hospital 'rookn)
Physician/surgeon fee

havioral health ient services

Delivery and all inpatient
_services

No cost share

No cost share

- Extraction- Single Tooth Exposed Root or
Erupted

See endnotes.



See endnotes.

2015 Standard Benefit Plan Designs
10.0 EHB
Date: April 17, 2014

Summary of Benefits and Coverage

Member Cost Share amounts describe the Enrollee's out of
pocket costs,

Common

Primary core vist or non-specialist practitioner
_ visit 1o treat an injury or iliness

Specialistvist o
Preventive care! screening/ immunization
Laboratory Tests

v and Diagnostic iImaging

Imaging (CT/PET scans, MRIs) )
_ Generic drugs.

Specialty drugs

Facility fee (e.0.. G
Physician/surgeon fees

Emergency room services (waived f admitted)

Lirgent care

Facility fee (e.g. hospital room)
Physician/surgeon fee

Men(al[Behaviorai heaith oulpatient services

ioral health inp

services

: Substance use disorder outpatient services
- Substance use disorder inpatient services
Prenatal care and preconception visits

f Delivery and all inpatient
services
Home health care

Professional

Oliipatient Habiitation services

killed nursing care

of glasses;
Oral Exam
Preventive - Cleaning

- Space Maintainers - Fixed _

:Amalgam Filt- 1 Surface

edically necessary arthodontics

| Deductible
fics

No cost share
340
$50.

$250



2015 Standard Benefit Plan Designs
10.0 EHB
Date: April 17, 2014

Summary of Benefits and Coverage

Member Cost Share amotints describe the Enroliee's out of
pocket costs.

Common . Member Cost | Deductible
i  Applies |

services

Skilled nursing care

Hospice service

= -

1:pair of glasses per year (or contact fenses in lieu
of glas:

Root Canal- Molar -

Extraction- Single Tooth Exposed Root or

See endnotes.



See endnotes.

2015 Standard Benefit Plan Designs
10.0 EHB
Date: April 17, 2014

Summary of Benefits and Coverage
Member Cost Share amounts describe the Enrollee’s out of

pocket costs.

Common

 Primary care visit or non-specialist practitioner
- visit fo freat an injury or diness

Specilistvist
Preventive cars! screening/ immunization
‘Laboratory Tests

imaging (CT/PET scans, MRis)

(Seneric drugs

: Specialty drugs

Eacility fee (e.g.. ASC)
Physician/surgeon fees

Emergency ropnt services (waived if admitted)

_Urgent care

Facility fee (e.g. hospital room)

Member Cost | Deductinle |
s -

After 15t
three non-
preventive

visits

No cost share

preventive
visits

X

Physician/surgeon fee

MentalBehavioral health outpatient services

Mental/Behavioral health inpatient services

Substance use disorder outpatient services

Substance use disorder inpatient services

_Prenatal care and preconception visits

elivery and all inpatient : Hospital

X

After 1si
three non-
preventive

visits
0% X
After 15t
three non~

s
0% preventive

0%

No cost share

services : Professional

“Home health care

Habilitation services

Skilled nursing care

Dirable medicat squipment

_Hospice service

‘ Preve’n‘t‘ivey- Cleaning

- Xray

Medically necessary orthodontics

No cost share

No cost share

No cost share



2015 Standard Benefit Plan Designs 10.0 EHB
Notes:

1) Family deductibles and out-of-pocket maximums are equal to 2 times the
individual values. Except for the deductibles in High Deductible Health Plans
(HDHPs) linked to Health Savings Accounts (HSAs), in a family plan, an
individual is responsible only for the individual deductible and the individual out-
of-pocket maximum amount. Cost sharing payments (deductibles, copayments
and coinsurance, but not premiums) for essential health benefits made by each
individual apply to the deductible and out-of-pocket maximum. However, cost
sharing payments made for non-emergent out-of-network services that are not
plan-authorized exceptions do not apply to the in-network family deductible and
out of pocket maximum. The family deductible may be satisfied by any
combination of individual deductible payments, after which member copays or
coinsurance apply until the family out of pocket maximum is reached. Once the
family out-of-pocket maximum is reached, the carrier pays all costs for covered
services for all family members.

2) For HDHPs linked to HSAs, in a family plan, each individual in the family must
meet a deductible of $2,600 until the family as a whole meets the family
deductible. For HDHPs linked to HSAs, in a family plan, each individual in the
family must meet the individual out of pocket maximum amount that is the same
as that for self-only coverage until the family as a whole meets the family out of
pocket maximum amount.

3) Cost sharing payments for all in-network services accumulate toward the
deductible, if deductible applies to that service, and the out-of-pocket maximum.

4) Cost sharing for services with copayments is the lesser of the copayment amount
or allowed amount (the maximum amount on which payment is based for
covered health care services).

5) For the Bronze and Catastrophic plans, deductible is waived for the first three
non-preventive office or urgent care visits, including outpatient Mental
Health/Substance Abuse visits.

6) Member cost-share for oral anti-cancer drugs shall not exceed $200 per month.

7) In the Platinum and Gold Copay Plans, hospital, in-patient and skilled nursing
facility stays have no additional cost share after 5 days.

8) For drugs to treat an illness or condition the copay or coinsurance applies to the
prescription supply. Nothing in this note precludes a carrier from offering mail
order prescriptions at a reduced cost.

9) For the child dental portion of the benefit design, a carrier may choose the copay
or coinsurance child dental benefit design, regardless of whether the carrier
selects the copay or the coinsurance design for the non-child dental portion of
the benefit design. In the Catastrophic plan, the deductible must apply to copays
for non-preventive child dental benefits.

2015 Standard Benefit Plan Designs April 17, 2014



2015 Standard Benefit Plan Designs

9.5 EHB COVERED
Date: April 17, 2014 mCAUFOi!mh

Summary of Benefits and Coverage

Member Cost Share amounts describe the Enrollee’s out of
pocket costs.

Member Cost
Shar

:Primary care visit or non-specialist practitioner
_ visit to treat an injury or liness

No cost share

$20
oM
$150

Urgenl care

Facility fee (e.g. hospital room) : $250 per day up
_Physician/surgeon fee : ; to 5 days

MentalBehavioral nealth outpatient services 520

$250 per day up
toSda

:

Mentat/Behavioral health inpatient services

Substance use disorder putpatient services 820

Substance use disorder inpatient services 10%
Prenatal care and preconception visits No cost share

elivery and all inpatient : 10%
_services Professionat : 10%
ome health care

 Outpatient Habilitation services
Skilled nursing care
Diirable medical equipment

Hospice service
e e e
ar {or contact lenses in lieu No cost share

T S —

Not Covered Not Covered
pical Fluoride Appiication
Space Maintainers - Fixed

Not Covered Not Covered

WORAE s Not Covere
Gingivectomy per Quad o . . _NotCovered
Ctéon' Single Tooth Exposed Root or Not Covered Not Covered

: NotCovered
Porcelain with Metal Crown : Not Covered

Medically necessary orihodontics ‘ _ NotCovered Not Covered

See endnotes.



2015 Standard Benefit Plan Designs
9.5 EHB
Date: April 17, 2014

Summary of Benefits and Coverage

Member Cost Share amounts describe the Enroliee’s out of
pocket costs:

| Member Cost fnoductible ) Member Cost | oeductibl

Commen
i Share | Apolies Share Avplics

$600 per day.up
~to 5 days

[Behavioral health i services

Delivery and
rvices

utpatient Rehabilit;

* Skilled nursing care

: Hospice service

pair.of glasses per year (or contact lenses in liet
of glas

. Not Covered
=
.

Root Canal- Molar

ing

Extraction- Single Tooth Exposed Root.or Not Covered
_Not Covered
Not Covered

See endnotes. :



2015 Standard Benefit Plan Designs
9.5 EHB
Date: April 17, 2014

Summary of Benefits and Coverage

Member Cost Share amounts describe the Enrollee’s out of
pocket costs.

Common . . | MemberCost podueribl
i i Sh . Appli

 Primary care visit of non-specialist practtionee
_ yisit 1o treat an injury of lliness

Specialistvist
 Preventive tare/ screening/ immunization
| Laboratory Tests

_ Specialty drugs
Physician/surgeon fees

Emergency room services (waived if admitted)
al transpartation

- Urgent care

Facility fee (e.g. hospital room)
Physician/surgeon fee

 Menital/Behaviorai health outpatient services
. Mental/Behavioral health inpatient services

A Substance use disorder putpatient services
20%

Na cost share

ible medical equipment
Hospice service
Eyeexam :
1 glasses per year {or contact lenses in |
of glasses’

Preventive - Cleaning -

Not Covered
Not Covered

Medicaﬂy necessary orthodontics NotCovered Not Covered

See endnotes.




2015 Standard Benefit Plan Designs
9.5 EHB
Date: April 17, 2014

Summary of Benefits and Coverage

Member Cost Share amounts describe the Enroliee’s out of
pocket costs,

5
|
. :
Common | MemperCost
. - Share

hysician/surgeon fees
ency roon services

Facnhiy fee (e.g. ﬁdspital room)'
Physician/surgeon fee

utpatient Rehabilitation services

| Skilled nursing care

 Hospice service

No cost share

:
s

Not Covered

.

ot Covere
Not Covered Not Covered

ot Covere
Not Covered

See endnotes.



2015 Standard Benefit Plan Designs
9.5 EHB
Date: April 17, 2014

Summary of Benefits and Coverage

Member Cost Share amounts describe the Enrollee's out of
pocket costs.

Member Cost Share & Deducnble Applics

Primary care visit or non-specialist practiioner

visit to treat an injury of fliness 20%

 Speciaiistv t - , 20% ‘
_ Proventive care! screening/ immunization No cost share
Laboratory Tests

Lraysa nostic g

Imaging (CT/PET scans, MRIs)

Generic drugs :

Physician/surgeon fees .
_Emeraenty room services (waived if admitted)

Facility fee (e.g. hospital room}
Physician/surgeon fee

_Mental/Behavioral health outpatient services

Mental/Behavioral health inpatient services
ubstance use disorder outpatient services

Substance use disorder inpatient services | 0%

renatal care and precoriception visits No cost share

Delivery and all Inpatient. | Hospital
ervices : Professional

tpatient Habilitation services
killed nursing care
Durable medical equipment
_Hospice service No cost share
. Nocostshare
No cost share

Not Covered
xposed Root or

Not Covered

edically necessary orthodontics Not Covered

See endnotes.



See endnotes.

2015 Standard Benefit Plan Designs
9.5 EHB
Date: April 17, 2014

Summary of Benefits and Coverage

Member Cost Share amounts describe the Enrollee’s out of
pocket costs,

L Share Applies

.
Common Membet Cost @ Deductbie % Member Cost & paductible
1 Share Applies §

Facility fee {e.g. hospital room)
 Physician/surgeon fee

servicés

killed nursing care
ospice service No cost share
No cost shar

Y/
- 1-pair of glasses per year (or contact lenses in fieu No cost share

f glasses:

Not Covered

|
|

oot Canal- Molar

traction- Single Tooth Exposed Root or Not Covered



See endnotes.

2015 Standard Benefit Plan Designs
9.5 EHB
Date: April 17, 2014

Summary of Benefits and Coverage

Member Cost Share amounts déscribe the Enrollee’s out of
pocket costs.

Common . MemberCost @ baductible
i i sh Appli

Primary care visit or non-specialist practitioner s40

| visit o treat an njury ot lliness.

Specialistvist 880
Breventive care! screening/ immunization No cost share

Laboratory Tests ) %40

A-Tdys 8 ‘ g
Imaging (CT/PET scans, MRis)
Generic drugs

 Specialty drugs
Facility fee (e.g., ASC)
Physician/surgeon fees
Emergency room services (waived if admitted)

Urgent care

ility fee (e.g. hospital room)
- Physician/surgeon fee

Mental/Behavioral health outpatient services

‘Mental/Behavioral health inpatient services

_Substarnce use disorder outpatient services $40

ubstance use disorder inpatient services 20%

Prenatal care and preconception visits Ng cost share

Not Covered



See endnotes.

2015 Standard Benefit Plan Designs
9.5 EHB
Date: April 17, 2014

Summary of Benefits and Coverage

Member Cost Share amounts describe the Enroliee’s out of
pocket costs.

-
Common Clember Ccstg Deductible Member Cost: Deductible
ical B Service Type . Share | Apphies Share | Anplies

Physician/surgeon fees
0 services

Skilied nursing care

_Hospice service No cost share

pair of glasses per year (or contact lenses in lieu No cost share

2 Not Covered Not Covered



See endnotes.

2015 Standard Benefit Plan Designs
9.5 EHB
Date: April 17, 2014

Summary of Benefits and Coverage

Member Cost Share amounts describe the Enrollee’s out of
pocket costs.

Common ~ Deductibie
Medi : .

Primary care visit or non-specialist practitioner
visit to treat an injury or liness

Specialistvist
 Preventive care/ screening! immunization
Laboratory Tests

rays and Diagnostic Imaging -
Imaging (CT/PET scans, MRIs)

_Physician/surgeon fees
Emergericy room setvices (waived if admitted)
Emergency m

_Urgent care

Facility fee (e.g. hospital room)
Physician/surgeon fee

Mental/Benaviorai health outpatient services

Mental/Behavioral health inpatient services

 Substance use disorder outpatient services
ubstance use disorder inpatient services
renstal care and praconception visits No cost share

elivery and all inpatient
 services

ospice service

yesXam.
1 pair of glasses per year (or contact lens
_Oral Exam
Preventive - Cleaning :

=

Not Covered

Medically necessary orthodontics




See endnotes.

2015 Standard Benefit Plan Designs
9.5 EHB
Date: April 17, 2014

Summary of Benefits and Coverage

Member Cost Share amounts describe the Enrollee’s out of
pocket costs.

Common Deductible | Membor Cost : Deducbl
i § i Share Abplies

hysician/surgeon fees

acility fee (é.g, hospital room)
hysician/surgeon fee

elivery and all inpatient

ervices

tpatient Rehabilitation services

killed nursing care

- Hospice service

2 No cost:share

Not Covered NotiCovered

Root Canal- Molar

 Extraction- Single Tooth Exposed Rootor Not Covered




See endnotes.

2015 Standard Benefit Plan Designs
9.5 EHB
Date: April 17, 2014

Summary of Benefits and Coverage

Member Cost Share amounts describe the Enrollee’s out of
pocket costs.

)

Common . Member Cost | Daductible
Medical Evel | Share Avplies

, After 1st
| Primary care visit or non-specialist practitionet three non-
visit 1o treat aninjury or fliness praventive
«, s

No cost share
0%,
0%
0%
0/

Specialty drugs
Facility fee (6.g.. ASC}

Aftar ist
three non-
preventive

visits
Facility fee (e.g. hospital room) X
Physician/surgeon fee X

After 15t
three non-
preventive

visits

tUrgent care

 Mental/Bebavioral health outpatient services

Mental/Behavioral health inpatient services X

After 1st
three non-
preventive

visits

- Substance use disorder autnalient services

Substance use disorder inpatient services
Prenatal care and preconception visils

Delivery and all inpatient
services
Home health care

Skilled nursing care

No cost share
N
No cost share

No cost share

Erupted Not Covered

Porcelain with Metal Crown

edically necessary orthodontice



2015 Standard Benefit Plan Designs 9.5 EHB
Notes:

1) Family deductibles and out-of-pocket maximums are equal to 2 times the

individual values. Except for the deductibles in High Deductible Health Plans

(HDHPs) linked to Health Savings Accounts (HSAs), in a family plan, an
individual is responsible only for the individual deductible and the individual out-
-of-pocket maximum amount. Cost sharing payments (deductibles, copayments
and coinsurance, but not premiums) for essential health benefits made by each
individual apply to the deductible and out-of-pocket maximum. However, cost
sharing payments made for non-emergent out-of-network services that are not
plan-authorized exceptions do not apply to the in-network family deductible and
out of pocket maximum. The family deductible may be satisfied by any
combination of individual deductible payments, after which member copays or
coinsurance apply until the family out of pocket maximum is reached. Once the
family out-of-pocket maximum is reached, the carrier pays all costs for covered
services for all family members.

2) For HDHPs linked to HSAs, in a family plan, each individual in the family must
meet a deductible of $2,600 until the family as a whole meets the family
deductible. For HDHPs linked to HSAs, in a family plan, each individual in the
family must meet the individual out of pocket maximum amount that is the same
as that for self-only coverage until the family as a whole meets the family out of
pocket maximum amount.

3) Cost sharing payments for all in-network services accumulate toward the
deductible, if deductible applies to that service, and the out-of-pocket maximum.

4) Cost sharing for services with copayments is the lesser of the copayment amount
or allowed amount (the maximum amount on which payment is based for
covered health care services).

- 5) For the Bronze and Catastrophic plans, deductible is waived for the first three
non-preventive office or urgent care visits, including outpatient Mental
Health/Substance Abuse visits.

6) Member cost-share for oral anti-cancer drugs shall not exceed $200 per month.

7) In the Platinum and Gold Copay Plans, hospital, in-patient and skilled nursing
facility stays have no additional cost share after 5 days.

8) Fordrugs to treat an iliness or condition the copay or coinsurance applies to the
prescription supply. Nothing in this note precludes a carrier from offering mail
order prescriptions at a reduced cost.

2015 Standard Benefit Plan Designs April 17, 2014
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2015 Dental Standard Benefit Plan Designs

Date: April 17, 2014
Summary of Benefits and Coverage

Member Cost Share amounts describe the Enrollee’s out of pocket
costs.

Up to Age 19

Up to Age 19

86.8%

83.0%

$65 In Network/
$65 Out of Network
$130 in Network/
 $130 Out of Network
2 s350

$700

Member Cost | Dedustible
_sh A

Procedure Category Service Type

Oral Exam

Sealants per Tooth

Space Maintainers - Fixed
Amalgam Fiil - One Surface
oot Canal - Molar

Extraction- Single Tooth Exposed Root
or Erupted .

_Crown - Porcelain with Metal
Medically Necessary Orthodontia

Applies

Merhe Cs' . educﬁke
_ Shar Applies

Pediatric Dental EHB Notes {only applicable to the pediatric portion of the
Standalone Dental Plan or Family Dental Plan)

1) In a coinsurance plan, each child is responsible for the individual
deductible uniess the family deductible has been met. Once a
child's individual deductible or the family deductible is reached,
cost sharing applies until the child's out-of-pocket maximum is
reached.

2) Cost sharing payments made by each individual child for in-
network services accrue to the child's out-of-pocket maximum.
Once the child's individual out-of-pocket maximum has been
reached, the plan pays all costs for covered services for that child.
3) In a plan with two or more children, cost sharing payments
made by each individual child for in-network services contribute to
the family deductible, if applicable, as well as the family out-of-
pocket maximum.

4) Only Enrollees of a Platinum, Gold, Silver, or Bronze Qualified
Health Plan are eligible to purchase the Standalone or Family
Dental Pians.

Adult Dental Benefit Notes {only applicable to the Family Dental Plan)

5) Each adult is responsible for an individual deductible.

6) Families eligible to purchase a Family Dental Plan must include
at least one adult who has purchased a Qualified Health Pian
through the Exchange.

7) ¥f a child is enrolled in the Family Dental Plan, all children in the
family under age 19 years must be enrolled in the same Family
Dental Plan.

8) Only Enrollees of a Platinum, Gold, Silver, or Bronze Qualified
Health Plan are eligible to purchase the Standalone or Family
Dental Plans.
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2015 Dental Standard Benefit Plan Designs

Date: April 17, 2014
Summary of Benefits:and Coverage

Member Cost Share amounts describe the Enrollee’s out of pocket
costs.

Up to Age 19 Age 19 and Older
83.0% Not Calculated

Member Cost  Deductible

Procedure Category Service Type Applies

Space M
_Amalgam Fill - One Surface

Gingivectomy per Quad

 Extraction - Complete Bo

 Medically Necessary Orthodontia

Pediatric Dental EHB Notes (only applicable to the pediatric portion of the
$tandalone Dental Plan or Family Dental Plan)

1) In a coinsurance plan, each child is responsible for the individual
deductibie unless the family deductible has been met. Once a
child’s individual deductible or the family deductible is reached,
cost sharing applies until the child's out-of-pocket maximum is
reached.

2) Cost sharing payments made by each individual child for in-
network services accrue to the child's out-of-pocket maximum.
Once the child's individual out-of-pocket maximum has been
reached, the plan pays all costs for covered services for that child.
3) In a plan with two or more children, cost sharing payments
made by each individual child for in-network services contribute to
the family deductible, if applicable, as well as the family out-of-
pocket maximum.

4) Only Enrollees of a Platinum, Gold, Silver, or Bronze Qualified
Health Plan are eligible to purchase the Standalone or Family
Dental Plans.

Adult Dental Benefit Notes (only applicable to the Family Dental Plan)

5) Each adult is responsible for an individual deductible.

6) Families eligible to purchase a Family Dental Plan must include
at least one adult who has purchased a Qualified Health Plan
through the Exchange.

7) If a child is enrolied in the Family Dental Plan, all children in the
family under age 19 years must be enrolled in the same Family
Dental Plan.

8) Only Enrollees of a Platinum, Gold, Silver, or Bronze Qualified
Health Plan are eligible to purchase the Standalone or Family
Dental Plans.
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Date: April 17, 2014
Summary of Benefits and Coverage

Member Cost Share amounts describe the Enrollee's out of pocket
costs.

Procedure Category Bervice Type

Sral Exam

:Extraction - Complete Bony

Crown - Porcelain with Metal
Medically Necessary Orthodontia

Up to Age 19

Age 19 and Older

86.8%

Not Calculated

$130 In Network/
$130 Out of Network

6 months for Major
ervices, Waived with Pro

cductibie |
Applies |

_“Not Covered

Pediatric Dental EHB Notes (only applicable to the pediatric portion of the
Standalone Dental Plan or Family Dentai Plan)

1) In a coinsurance plan, each child is responsible for the individual
deductible uniess the family deductible has been met. Once a
child's individual deductible or the family deductible is reached,
cost sharing applies until the child's out-of-pocket maximum is
reached.

2) Cost sharing payments made by each individual child for in-
network services accrue to the child's out-of-pocket maximum.
Once the child's individual out-of-pocket maximum has been
reached, the plan pays all costs for covered services for that child.
3) In a plan with two or more children, cost sharing payments
made by each individual child for in-network services contribute to
the family deductible, if applicable, as well as the family out-of-
pocket maximum. :

4) Only Enrollees of a Platinum, Gold, Silver, or Bronze Qualified
Health Plan are eligible to purchase the Standalone or Family
Dental Plans.

Adult Dental Benefit Notes (only applicable to the Family Dental Plan)

5) Each adult is responsible for an individual deductible.

6) Families eligible to purchase a Family Dental Plan must include
at least one adult who has purchased a Qualified Health Plan
through the Exchange.

7) If a child is enrolied in the Family Dental Plan, all children in the
family under age 19 years must be enrolled in the same Family
Dental Plan.

8) Only Enrollees of a Platinum, Gold, Silver, or Bronze Qualified
Health Plan are eligible to purchase the Standalone or Family
Dentai Plans.




